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20’2 in the 32 large provincial towns. The lowest death-
rates in these towns were 9’9 in Huddersfield, 12’1 in

Wolverhampton, 12 3 in Derby, and 13’0 in Plymouth ; the
highest rates were 244 in Preston, 24’6 in Manchester, 25’8
in Birkenhead, 26-3 in Birmingham, and 28-5 in Oldham.
The 4677 deaths in these towns last week included 434 which
were referred to the principal zymotic diseases, against 427
and 443 in the two preceding weeks; of these 434 deaths 143 ’,
resulted from measl es, 79 from diphtheria, 61 from scarlet fever, 
44 from "fever" (principally enteric), 44 from whooping-
cough, 43 from diarrh&oelig;al diseases, and 21 from’small-pox.
No death from any of these diseases occurred last week
in Gateshead ; in the other towns they caused the lowest
death-rates in Brighton, Plymouth, Burnley, Bradford, and
Hull, and the highest rates in West Ham, Norwich, Oldham,
and Blackburn. The greatest proportional mortality from
measles was recorded in Norwich, Manchester, Oldham,
Blackburn, Huddersfield, Halifax, and Sheffield ; from
scarlet fever in Liverpool and in Salford ; from whooping-
cough in Leicester and in Swansea ; and from diarrhaeal
diseases in Derby. The mortality from "fever" showed no
marked excess in any of the large towns. The 79 deaths
from diphtheria in these towns included 40 in London,
eight in West Ham, four in Portsmouth, three in Cardiff,
three in Leicester, three in Liverpool, and three in
Sheffield. Twenty-one fatal cases of small-pox were

registered in London, but not one in any of the 32
large provincial towns. There were 427 cases of small-

pox under treatment in the Metropolitan Asylums hospitals
on Saturday, Nov. 30th, against 297, 368, and 396 at the end
of the three preceding weeks ; 123 new cases were admitted
during the week, against 62, 113, and 141 in the three

preceding weeks. The number of scarlet fever patients in
these hospitals and in the London Fever Hospital, which
had been 3331, 3353, and 3336 on the three preceding
Saturdays, had further decreased to 3278 at the end of
last week ; 320 new cases were admitted during the week,
against 380, 376, and 379 in the three preceding weeks.
The deaths referred to diseases of the respiratory organs in
London, which had been 445, 477, and 582 in the three pre-
ceding weeks, declined again to 534 last week, but were
105 above the corrected average. The causes of 35, or

0’8 per cent., of the deaths in the 33 towns last week were
not certified either by a registered medical practitioner or
by a coroner. All the causes of death were duly certified
in West Ham, Nottingham, Salford, Bradford, Leeds,
Sheffield, Hull, and in 14 other smaller towns ; the largest pro-
portions of uncertified deaths were registered in Birming-
ham, Liverpool, Blackburn. and Halifax.

HEALTH OF SCOTCH TOWNS.

The annual rate of mortality in the eight Scotch towns,
which had been 19’9 and 21-3 per 1000 in the two pre-
ceding weeks, further rose to 22-2 per 1000 during the
week ending Nov. 30th, and exceeded by 1’9 per 1000 the
mean rate during the same period in the 33 large English
towns. The rates in the eight Scotch towns ranged
from 17’5 in Greenock and 18’0 in Dundee to 24’1 in

Glasgow and 28-0 in Paisley. The 706 deaths in
these towns included 29 which were referred to measles,
21 to diarrhoea, nine to ’’ fever," eight to diphtheria, seven
to whooping-cough, and three to scarlet fever. In all,
77 deaths resulted from these principal zymotic diseases
last week, against 72 and 85 in the two preceding
weeks. These 77 deaths were equal to an annual rate of
24 per 1000, which was 0’5 above the mean rate
last week from the same diseases in the 33 large English
towns. The fatal cases of measles, which had been 18 and 29
in the two preceding weeks, were again 29 last week, and
included 23 in Glasgow and four in Dundee. The deaths from
diarrh&oelig;a, which had been 23, 22, and 30 in the three
preceding weeks, declined again last week to 21, of which
11 were registered in Glasgow, four in Aberdeen, and three
in Dundee. The fatal cases of "fever, which had been 16, 12,
and eight in the three preceding weeks, rose again to nine last
week and included six in Glasgow and two in Paisley. The
deaths from diphtheria, which had been nine and six in the
two preceding weeks, increased last week to eight, of which
five occurred in Glasgow. The fatal cases of whooping-
cough, which had been three and six in the three preceding
weeks, further rose last week to seven, and were all recorded
in Glasgow. The deaths from scarlet fever, which had been
eight and six in the two preceding weeks, further declined

to three last week and included two in Glasgow. The-
deaths referred to diseases of the respiratory organs in
these towns, which had been 190 and 177 in the two’

preceding weeks, rose again last week to 186, and were 26 in
excess of the number in the corresponding period of last

year. The causes of 26, or nearly 4 per cent., of the deaths,
in these eight towns last week were not certified.

HEALTH OF DUBLIN.

The death-rate in Dublin, which had been 23-9 and 23’8
per 1000 in the two preceding weeks, further declined to 18 .
per 1000 during the week ending Nov. 30th. During the
past four weeks the death-rate has averaged 22 4 per 1000,.
the rates during the same period being 20’6 in London<
and 18-6 in Edinburgh. The 135 deaths belonging to
Dublin registered during the week under notice, showed
a decline of 36 from the number in the preceding week,
and included seven which were referred to the principal’
zymotic diseases, against five, six, and nine in the three-

preceding weeks ; of these, four resulted from diarrhoea,
one from scarlet fever, one from whooping-cough, and one-
from "fever." " These seven deaths were equal to an,

annual rate of 1’0 per 1000, the zymotic death-rate::,.’
last week being 1’9 in London, and 0’5 in Edinburgh.
The four fatal cases of diarrhoea showed a slight increase,
the number in each of the three preceding weeks having,
been two. The 135 deaths in Dublin last week included
24 of children under one year of age and 42 of persons aged
upwards of 60 years ; the deaths both of infants and of

elderly persons were slightly below the number in the-

preceding week. Seven inquest cases and three deaths from
violence were registered, and 40, or nearly one-third, of
the deaths occurred in public institutions. The causes of

seven, or more than 5 per cent., of the deaths in Dublin
last week were not certified.

THE SERVICES.

ROYAL NAVY MEDICAL SERVWE.
STAFF SURGEON A. H. L. Cox has been appointed to the-

Rainbon
ROYAL ARMY MEDICAL CORPS.

Major R. N. Buist is holding himself in readiness to-

proceed to India for a tour of service, embarking on the
transport Plassy about Dec. 10th. Surgeon-Lieutenant
Mowbray Taylor, Volunteer Medical Staff Corps, is granted-
the temporary rank of Lieutenant whilst serving in South
Africa. Major L. Haywood takes over medical charge of the.
station hospital, &c.. at Gosport, from Major J. H. Nicholas,
A.M.R. Lieutenant-Colonel D. Bruce is detailed for tem--
porary duty in the War Office. Lieutenant-Colonel F. T.
Wilkinson is held in readiness for South Africa.

Surgeon-General A. F. Preston, Acting Director-General
of the Army Medical Service, is to resume the post of
Principal Medical Officer on the Staff of the Duke of

Connaught in Ireland on being relieved at the War Office-
by Surgeon-General W. Taylor.

VOLUNTEER CORPS.

Artillery: The Highland : Surgeon-Lieutenant R G. Dick
resigns his commission Rifle: 2nd Volunteer Battalion
the Welsh Regiment : Lieutenant Thomas Morgan Jones
Powell resigns his commission and is appointed Surgeon--
Lieutenant. 2nd Volunteer Battalion the Prince of Wales’s

(North Staffordshire Regiment): Brigade-Surgeon-Lieutenant-
Colonel H. M. Morgan retires under paragraph 111 Volunteer’
Regulations, with permission to retain his rank and to wear-
the uniform of the battalion on retirement, vacating at the’
same time his appointment as Senior Medical Officer to the
Staffordshire Volunteer Infantry Brigade. 4th (Donside- .
Highland) Volunteer Battalion the Gordon Highlanders :
Surgeon-Captain. A. Nicol to be Surgeon-Major.

MENTIONED IN DESPATCHES.

In despatches recently received from General Lord
Kitchener to the Secretary of State for War the following
names are mentioned :-Major T. G. Lavie, R. A.M.C., and’
Civil Surgeon W. S. Kidd who, though wounded early in
the attack on Colonel Kekewich’s camp at Moedwill on..

Sept. 30th continued at their duties many hours.
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Staff Serjeant E. Fells, R.A.M.C., on the same occasion,
for gallantry in looking for and attending to the wounded
under heavy fire at Rhenosterfontein, Western Transvaal,
Sept. 5th, 1901.

In a supplementary despatch from Major A. Chapman,
who comman ied troops at the attack on Fort Itala on
Sept. 26th, Lieutenant T. E. Fielding, R.A.M.C., is mentioned
.as having been captured by the Boers (subsequently released)
while attending to the wounded. The following note is
attached to the despatch :--" Lieutenant Fielding, R.A.M.C.,
reports that nothing could exceed the kindness of General
Chris. Hotha to the wounded ; it was only his presence and
influence which restrained his burghers from robbing the
wounded, and on several occasions he struck burghers for
trying to do so."

SOUTH AFRICAN WAR NOTES.

A correspondent to the Times of Dec. 3rd send. a letter
from a young officer in South Africa which deals with
- Colonel Benson’s last fight. Referring to the action of
Brakenlaagte on Oct. 31st, the letter says : " All that night
we were intrenching ourselves and bringing in our wounded,
and to make matters worse it rained for three hours and our
- wounded had to be out in all the wet and cold. We did not

get all our wounded in until after noon the following day
and our R. A. M. C. doctors did work well ; they were at it
for 48 hours hard without a rest attending to the wounded. I
must say the R.A.M.C. played the game, nothing could have
been done more by them.

Captain J. Grech, R.A.M.C., and Civil Surgeons A,
Cameron, R. Corfe, and R. V. Milnthorp are returning to
England in the steamship Nubia, which left Natal for

England on Nov. 26th.
Major F. A. Saw, R.A.M.C.. Captain C. O’C. Hodgens,

R.A.M.C.,, and Civil Surgeons Summers, Rutherford. Gold-
smith, Ackland. Hathaway, and Graham left Cape Town in
the s. s. Dilwara on Nov. 28th.

Civil Surgeon F. F. McCabe, R..A.3LC., is reported
missing, presumably prisoner at Doornkop (Nov. 28tb.)

THE FOOT-SOLDIER’S BOOT.

The most important item of an infantry soldier’s accoutre-
jnent is his foot-covering. The nation which gives its
soldiers the best boots, said Marshal Saxe, has an immense
advantage over its enemies, that of keeping the men always
.available for marching. Napoleon, also, attached the greatest
importance to the foot-gear of his magnificent infantry.
Each man carried two pairs of shoes in his knapsack in
.addition to those he was wearing, and, moreover, possessed
several more pairs which were carried in the baggage- I

wagons. Writing to Prince Eugene the great Emperor
said : " You know that in war the supply of shoes is

always s insufficient.., 
" 

In this connexion the famous
clictum of Napoleon’s conqueror may be mentioned.
"The first requirement of a foot-soldier," said the Iron
Duke to an inquirer, " is a good pair of boots, the
second is an extra pair, and the third a pair of spare
soles." A foot-soldier without boots is as useless in a cam-

paign as a horse-soldier without a horse. But in each case
it is not sufficient to supply a man with a good article ; he
must also know, or be taught, how to treat it. In a recent

paper,l Surgeon-Major Berthier of the French army gives a
’description of what would seem to be an almost ideal boot
for the fantastically named fantassin, or French foot-soldier,
- and at the same time lays down apparently unexceptionable
laws regarding the entretien of his invention. Surgeon-
Major Berthier’s brodequin hout is eight inches in height
without reckoning the heel, and is closed in front by two
fiaps which are laced in a novel manner. Below on either
side there are four eyelets, which should be tightly drawn
together over the instep, while above there are five pairs
of hooks and two eyelets which may be approximated
tightly or loosely according to circumstances. Apparently
two separate laces are required for each boot. The inventor
does not believe in Meyer, whose soles and uppers are neither
of them "rational." He thinks that the time has come to de-
.cline to be hypnotised by the Ziirich model. Meyer refused
- to accept the plan now adopted by shoemakers of gauging the
shape of their clients’ feet on sheets of paper, but it is diffi-
.cult to see a rational reason for the refusal. Meyer wants to
manipulate the great toe on theoretical lines, but, says

1 Archives de M&eacute;decine et de Pharmacie Militaires, November, 1901,
p. 366.

, Surgeon-Major Berthier, we know now that the trifling abduc-
tion of that digit is normale. A great many

, points having reference to the foot-covering of soldiers are
admirably elucidated in this paper, but the writer is scarcely

, convincing regarding the raison d’&ecirc;tre of heels. The heel
iof the military boot now used in France is 1-20 inches in

i height. This elevation, according to Surgeon-Major Berthier,
"facilitates marching by diminishing the muscular work
demanded at each uprising on the toes At the same
time a certain inclination of the trunk forwards is rendered

: necessary which is favourable to progress, forcing the legs
, to bend and lengthening the step." The higher the heel the
: easier to walk would seem to be the corollary of this
. proposition ; but, after all, nature may be trusted to know

best. To the writer’s final decision no exception can be
taken : ’’ When troops are moving men always fall out in

great numbers from foot-soreness. It behoves us to search
for prophylactic measures to prevent this, seeing that foot-
soreness is avoidable."

THE FEVER SEASON IN SOUTH AFRICA.

While there is no reason for adopting pessimistic views, or
indulging in forebodings as to what is likely to be the
medical history of our troops in South Africa during the
forthcoming hot season, it is only wise and right to
take all practicable precautions against a possible increase
of enteric fever. This is a time for increased vigilance
in regard to the sanitation and cleanliness of camps,
for the provision of good sources of water-supply, and for
the sterilisation of that water about which there is anv
suspicion of contamination. The laying down of rules and
regulations is not enough, the regular, systematic, and rigid
enforcement and application of them by a sanitary police
are likewise necessary. Camps should be kept scrupulously
clean and the sites changed from time to time and always on
the outbreak of disease, or on there being any evidence of
the soil having been fouled. Great care should be used
about the disposal and disinfection of excreta-whether
solid or fluid-and about the burning of refuse. It may’
be said that all this is so well known that the publi-
cation of it is merely the printing of platitudes, but it does
not follow, unfortunately, that such matters are as carefully
and well attended to as they might be.

DEATHS IN THE SERVICES.

Surgeon-General Robert Harvey, C.B., D.S.O., LL.D.,
Director-General of the Indian Medical Service, at Bombay,
aged 59 years. He entered the service in 1865 and served
with the Bhootan expedition in 1865-66 (medal with

clasp). He also served with the Lushai expedition in
1871-72 (mentioned in despatches, clasp). He was with the
Central India Horse from 1871 to 1875, and was civil sur-
geon at Simla from 1876 to 1877, when he became Surgeon-
Major. He was appointed Sanitary Commissioner of Bengal
in 1878, and was promoted to the rank of Brigadier-Surgeon
in 1889. He was Principal Medical Officer of both the
Miranzai expeditions of 1891 (mentioned in despatches,
clasp, and the D.S.O.). He also accompanied the Hazara
expedition in 1892 as Principal Medical Officer, being
appointed Deputy Surgeon-General. He was Jnspector-
General of Civil Hospitals, Bengal, 1893-94, and was Pre-
sident of the first Indian Medical Congress, held in 1894.
He was promoted Surgeon-Major-General in 1895 and

appointed Principal Medical Officer to the Punjab Forces.
He was awarded the Jubilee medal in 1897 and made C.B.
in 1898. He was appointed Director-General of the Indian
Medical Service in the same year.

THE SOLDIERS’ AND SAILORS’ FAMILIES ASSOCIATION.

Her Majesty Queen Alexandra has signed a portrait of
herself for presentation to Mr. J. S. Wood, who originated
and organised the Great County Sale as a response to
the Princess of Wales’ Appeal " on behalf of the Soldiers’
and Sailors’ Families Association which has resulted in
20,463 being collected for those "left behind." Accom-
panying the framed portrait was a silver casket containing
an address of thanks in a bound volume with the signatures
of Princess Frederica ot Hanover, the Secretary of State for
War, the Commander-in-Chief, Lady Raglan, Lady Fre-
mantle, Lord Arthur Hill, Colonel Gildea and eighty others,
representing the stallholders in all counties who had sub-
scribed to this testimonial to Mr. Wood, who has been
instrumental in collecting over &pound;200,000 for charity during
the past 26 years, 
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Correspondence.

THE PUBLIC HEALTH AUTHORITIES AND
THE RESPONSIBILITY OF DIAGNOSIS

OF INFECTIOUS DISEASES.

"Audi alteram partem."

1’0 the Editors of THE LANCET.

SIRS,&mdash;I beg to inclose for publication a communication
addressed by me to the Local Government Board and the
reply. According to the Local Government Board it is not
the duty of the public health authorities to assist in

diagnosis or to take part of the responsibility of diagnosis
of infectious disease unless they think it necessary to do so.
This, to my mind, is a very unfortunate, though not un-
expected, reply to my questions. I need scarcely urge that if
the authorities are not in the habit of assist-ing’ in diagnosis
they will lind it very difficult to get the opportunity to 110 so
when panic makes them think it necessary. Up to the

present no provision is made, nor is there any indication of
any provision being about to be made, for discovering and
dealing with what I might call the creator of epidemics-the
doubtful case. It is not even notifiable ; surely this at least
ought to be done.
Indeed, Sirs, it would almost seem as if the public health

officials, from the Local Government Board downwards,
were anxious not to attack epidemics too thoroughly lest
the raison d’&ecirc;tre of their own existence should vanish. This
cannot be so, but still, what are the facts ? The doubtful
case is the Ions et origo of probably all epidemics; no’stone
should be left nnturned, no opportunity should be missed to
get hold of it, and yet the authorities say, ’’ No. diagnosis is
not our duty." 

" 

They say to the practitioner, ’’ Show us the
disease and then we will deal with it," like the sham rat-
catcher in the old story, who, having dined gratuitously.
says to the innkeeper, " Nov trot out your rats and I will
kill them." He did not undertake to catch the rats, he only
undertook to kill them in exchange for his dinner. I think
the position of the public and that of the innkeeper are some-
what similar. Well, it is the fault of the public now if they
do not get matters put right. You cannot expect a public
department to put themselves right, but they are always
ready to veer round and to sail with the wind of public
opinion when that opinion expresses a real need.
What I urge is a change of the critical irresponsible

attitude of the authorities towards medical practitioners.
Let them make it the duty of medical ofi1cers of health
when possible and if requested by a practitioner to visit all
doubtful cases of infectious disease and to share the responsi-
bility of diagnosis. Let the medical practitioners be made
to feel how grateful the authorities will be for their assist-
ance in notifying all doubtful cases, how willing they are
to place their medical officers at the service of the practi-
tioner, and how ready they are to take the responsibility of
the results of diagnosis in all doubtful cases. And, further,
let the authorities send a circular to every medical practi-
tioner requesting his aid and offering all I ask in the right
spirit. Most of the medical officers of health have had
experience of infectious diseases and are ready and willing
to do the work when those behind them go at it in a whole-
hearted manner. An epidemic of small-pox is to be expected
in the spring, everything at present is pointing in that
direction. Why should not the authorities do all they can to
prevent the festivities of the coming summer being marred,
perhaps ruined, by a small-pox scare ? What I humbly urge
is a most potent prophylactic and will not, I trust, be

neglected. I am, Sirs, yours faithfully,
4, Bryanston-street, NoN-. 30th, 1901. DAVID ROXBURGH.

To the President of the Local Government Board.
SIR,&mdash;I venture to ask for an expression of your opinion-as the

highest administrative authority on matters relating to public health-
(a) as to whether a medical practitioner is entitled to ask the assistance
of the medical officer of health in the diagnosis of infectious disease ;
and (b) whether it is the duty of the medical officer of health to take
part of the responsibility of diagnosis when he is asked to do so. I
think, Sir, that the subjoined correspondence and press notices in the
leading medical journals 1 will, in your opinion justify the view that the
matter is one of serious importance and also that it is one which calls
for a definite declaration by the Local Government Board for the

1 Times, Oct. 8th ; THE LANCET and Brit, Med. Jour., Oct. 12th.

guidance of medical practitioners on the one hand and medical 
officers of health on the other. In considering the matter I would ask
you to dismiss from your mind the trivial cletails (published only to
show how the question arose) which called forth the expression
of Dr. ’Vynter Blyth’s opinion and deal with the question
in its broad aspect as to the ultimate effect of the decision you
may see fit to arrive at upon the general public in so far as theB ’B
are affected by the control the local authorities have over infect,ious
disease. There are a few points I would venture to advance for your
consideration-(a) In relation to the question at issue; (b) in relation.
generally to the duties of a medical officer of health.

Firstly, Dr. Blyth declares, I presume with some authority behind.’
him, "that diagnosis of cases is no part of the duty of a medical officer
of health." If this he so, what course, Sir, is open to a medical practi-
tioner when he finds himself face to face with a doubtful case of small- -
pox ? He is not certain, cannot as in this instance be certain, of his
diagnosis. The patient comes to him only because her beauty is
marred by a few " spots " on her face. She is quite well enough to go, .
about her ordinary work. I contend, Sir, that it is not right in the’-e
(’ases that in a town any man should act solely on his own opinion -.

the results of error either way are too serious to the patient if he sends
her to the small-pox hospital when she has not got small-pox, to the
public, if he permits her to wander about when she has. In whose
interest is it that diagnosis in such a case shall be made as certain
as possible ? Not the patient’s, as this might mean suspension of
employment, perhaps loss of a situation. Is it probable that the patient,
will pay for a consultant when the case is so mild that he scarcely
feels ill ? I think not. The interested party, I submit, is the public,-.
the public should provide the consultant. What is the position of the
medical practitioner ? fle is only under lega,l obligation to notify
cases he knows to be small-pox ; if he is in doubt he is under no such
obligation. If he considers the public and sends a, doubtful case to the
small-pox hospital it is at considerable risk to himself. If the case
turns out not to he small-pox and contracts small-pox in the tiospita)
he is, I think, open to an action for damages at the instance of till’
patient. Is it to be expected, then, that he will notify doubtful cases :--
In the event of such an error his position would be quite different
when backed by the opinion of the medical officer of health. If Dr..
Blyth’s position is correct he cannot refer the matter to the medical
officer of health because "diagnosis is no part of his duty." The only
course lie can adopt&mdash;and as a matter of fact does adopt-is to leave -
these doubtful cases unnotifierl to wander about and disseminate the.
disease.

Secondly, in relation generally to the duties of a medical officer of-
health it may be urged that if the medical officer of health is to assist
in diagnosis the additional work will materially alter his duties. 1.
would here point out that both the British Ifedical Journal anrl
THE LANCET say that he cannot act as a consultant for reasons which,
in so far as they are stated, seem to me unsound. But, Sir, in cou --

sidering his duties I would ask you to reflect upon how these duties,
have changed within the last 20 years or so. Statistics are now in the-
hands of a trained clerk, water and drainage are the domain of the
engineer : sanitary matters in relation to dwellings existing or to he
built are now so well understood that it must only be occasionally that
the surveyor or sanitary inspector requires the support of the medical
officer; foods and drugs are the realm of the chemist or the specially
trained inspector. These and other duties, although always within
the range of the activity of a medical officer of health, are in practice’
passing more and more into the hands of others and it always must be
so. Such matters, while bulking large in the accomplishments of a.

medical officer of health, must in actual practice gradually demand less
and less of his time. In the sphere of infectious disease, its diagnosis
and prevention we find, I most humbly submit, new-if they be new-
duties and responsibilities which a medical officer of health can neither -
evade nor relegate to others (except medical deputies). To my mind, of
all his duties as they exist to-(lay the diagnosis and isolation of cases.
of infectious disease are the most important and the most urgent.
The numbers of " doubtful " cases will always be few and would

never seriously interfere with his other duties (even if they did I
fail to see how in the interests of the community lie could be better-
employed). They would, however, materially increase in numberto the-
great advantage of the public if medical practitioners were informed
that when possible it was the duty of a medical officer of health, it
asked to do so, to assist in the diagnosis and take part of the respon--
sihility of the results of diagnosis in all doubtful cases of infectious.
disorders.

I apologise for the length of this communication, but I feel the-
matter is of serious importance; that the public health officials are-
naturally desirous of pushing the responsibility of diagnosis wholly on
to the medical practitioner ; and that medical practitioners must take-
the only course open to them-viz., that of leaving " doubtful " cases to.
wander about unnotified to the detriment and misfortune of the genera!;
public. I respectfully ask your permission to publish your reply to my-
questions. I am, Sir, your obedient servant,

4, Bryanston-street, Oct 16th. 1901. DAVID ROXBURGH.

Local Government Board, Whitehall, S.W.,
9th November. 1901.

SIR,-I am directed by the Local Government Board to advert to
your letter of the 16th ultimo and to state that they are not prepared
to say generally that it is the duty of a medical officer of health to visit
a doubtful case of infectious disease whenever he may be requested to.
do so by the medical practitioner in attendance with a view to assisting.
him in the diagnosis. The responsibility for the diagnosis as regards the
duty of notifying must rest with the practitioner in attendance on the-

case, but the Board are advised that cases not unfrequently occur in
which for the due carrying out of the medical officer of health’s pre--
scribed duties under Sections (1), (2), (4), and (6) of Article 18 of the
Board’s General Order of the 8th December. 1891, a consultation
between the medical officer of health and the medical practitioner in
attendance is desirable. A personal examination of the patient, how --
ever, can only be made by the medical officer of health with the consent
of the patient or that of the persons in charge of him. The Board 
believe that medical officers of health are usually found willing to
assist merlical practitioners in the diagnosis of suspected cases of
infectious disease where danger to the public health is threatened,
and they are advised that much benefit is likely to result from such.
cooperation.
I am to add that where the disease which is suspected is one of a


